Eight patients with bougie-resistant strictures of the oesophagus due to gastric reflux have been treated by the Nissen-Rossetti operation. Follow-up clinical and barium studies show the results to be encouraging. The principle involved is the prevention of reflux.
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There are several forms of treatment available for a stricture of the oesophagus caused by reflux of gastric fluid. In this context only strictures which resist the passage of bougies and the oesophagoscope are included. A constant narrowing is shown on barium swallow. If sufficient barium passes into the stomach a hiatus hernia and reflux are seen. The stricture is in the region of the junction of squamous mucous membrane and the non-acidsecreting fundal type of gastric mucous membrane. As this latter type of mucous membrane may line the lower oesophagus, the stricture may be some distance above the herniated stomach (Barrett, 1950) .
Repeated dilatations have enabled many patients to carry on with a fluid diet, but the stricture very often becomes progressively tighter and perforation by bougie is a significant risk. Collis (1965) managed 69 patients with benign oesophageal strictures by gastroplasty. He believed that the stricture could be controlled by preventing the reflux. Belsey (1966) reported his experience with colon transplants. He achieved an 81% success rate. In his operation the stomach was wrapped around the lower end of the transplanted colon to prevent reflux from the stomach to the colon (Belsey, 1965) . He found that oesophagogastrostomy was unsatisfactory, with a success rate of 44%. Brain (1967) described his experience with jejunal transplantation for simple strictures of the oesophagus. Relief of all symptoms was obtained in 73% of the survivors. Post-operative barium reflux was noted in 72%. Barrett (1962) observed that in resected specimens of the strictured area, the whole length of the palpable mass was composed of submucous fibrosis on the inside and hypertrophied muscle on the outside. Some resolution is possible in each of the elements causing the obstruction.
Nissen and Rossetti (1963) described the prevention of gastric reflux by enfolding the lower oesophagus with the fundus of the stomach.
In the operation used in these patients the left chest is opened through the eighth interspace. A lateral incision is made in the diaphragm (Harrison and Norton, 1969 CASE 5 P.H., a man aged 68, had symptoms of heartburn for one year with dysphagia for six months. A barium meal in January 1968 (Fig. 3a, b) showed a stricture of the lower oesophagus with hiatus hernia and reflux. In June 1968 a Nissen-Rossetti operation was performed. There was much thickening in and around the lower oesophagus and moderate resistance to the passage of a bougie. Dysphagia persisted but with proper dentures swallowing steadily improved. Considerable improvement was seen in a barium examination two months post-operatively (Fig. 3c) . On 21 January 1970, some 18 months post-operatively (Fig. 3d) ) of oesophagus were thick, firm and adherent to surrounding tissues. The stricture was dilated by a finger forcibly pushed through from an incision in the fundus. Since operation swallowing has steadily improved. There are no symptoms of reflux. A barium meal performed three weeks post-operatively showed that the ulcer had disappeared. Examination in April 1970, five months post-operatively, showed further improvement. Neither reflux nor significant hold tip was seen.
DISCUSSION
In the seven cases of conservative operation described, there have been five successes, one relative failure and one death. The single case of resection and enfolding is successful. The longest and shortest follow-ups have been four years and six months respectively. The improving quality of life in the successful cases has been dramatic.
In these patients it was not possible to reduce the oesophagus into the abdomen without undue tension or without elevating the diaphragm. The fate of the vagus nerves is not clear. In all cases they must have been distorted; in some they were not seen beside the stricture. Gastric secretion tests have not been done, but there is no evidence of pyloric obstruction.
This operation prevents reflux, apparently by the embracing action of the inner wall of the stomach on the oesophagus and by the transmission of abdominal pressure in the lumen of the stomach around the oesophagus. Pearson, Henderson, and Parrish (1969) showed a well-defined pressure change between the oesophagus and the stomach following oesophagogastrostomy with inkwell invagination of the oesophagus into the stomach.
The evidence from these cases suggests that, if the stricture can be enlarged to accept a 24 to 26F bougie, it is worth trying this conservative operation. A resection with enfolding of the oesophagus could be done at a later date if the operation described fails.
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